London I MAKE no apology that, as a surgeon, I have the temerity to address you on the subject of pathology for it is only since surgeons started to remove the colon for this disease that good material has been available for pathological study, and it is essential for a surgeon to be informed of the pathological changes.
May I first remind you that the typical appearance of the mucosa in chronic ulcerative colitis is that of a rough and granular bowel. burst through the wall of the crypt, and spreac in the submucosa, depriving the overlying mucosa of blood supply and causing it to necrose and later to be shed. At the edge of such ulcers the mucosa is edematous and partly undermined causing the appearance of polypoid tags and "pseudo polyps" which is so characteristic of the severe case (Fig. 1 ). Should remission of the disease occur, epithelial repair of the now uneven surface takes place and the undermined tag becomes a so-called inflammatory polyp ( Fig. 2) . Repeated relapses and remissions and the effect of peristalsis may in time lead to the most bizarre appearances of such inflammatory polyps.
The disease may affect the whole colon or only This is seen also with the sigmoidoscope; indeed, in my experience, it is quite rare for ulcers to be seen on sigmoidoscopy. If one examines this granular bowel under a microscope, one sees that the mucosa and superficial submucosa are packed with mononuclear cells. Characteristically, the changes are confined to the inner aspects of the bowel and, apart from congestion and dilatation of vessels, the outer coats are normal. In more severe cases ulceration takes place, and the main process leading to ulceration is the formation of crypt abscesses which enlarge, 'St. Mark's Hospital, London. part of it. In most cases it seems to start in the rectum and sigmoid and extend proximally, though it may, as it were, "burn itself out" as it extends so that the more active inflammation may be found in the proximal bowel. Usually the extension takes place in continuity, but it is not uncommon for the cxcum to be affected, with normal bowel between it and the rest of the diseased colon. It is not always easy to tell from inspecting the outer aspects or from palpation of the colon and cxcum whether they are diseased or not. Limited removals of the colon thus run the risk of leaving diseased bowel behind. It is usual to find the mucosa of the appendix to be involved if the cxcum is affected. Another point that we have frequently noted is that, although the rectum is nearly always involved in the disease, it is less prone to actual ulceration than is the colon, and one not infrequently sees severe ulceration of the sigmoid with an intact, though granular, mucosa in the rectum. I would emphasize the paucity of fibrosis in the colon affected by ulcerative colitis. A certain amount of submucous fibrosis is frequent in cases of chronic disease, but in our large series of cases at St. Mark's Hospital we have never yet seen a fibrous stricture of the colon resulting from ulcerative colitis, although there have been several in the rectum. Gross narrowing of the bowel is, of course, frequent, and may be either Fig. 3 shows that the thickening of the wall is mainly due to a thick muscle coat. There is little fibrous tissue. localized or tubular (Fig. 3 ) but sections through these narrow parts show that the thickening is due to an increase in the muscle coat (Fig. 4) . It is muscular contraction and hypertrophy, and not fibrosis, that leads to the tubular narrowed bowel so characteristic of the chronic disease.
It follows that such changes are not necessarily irreversible, and indeed many cases have been reported in which grossly contracted tubular colons have reverted to normal calibre, as shown by X-ray examination.
Involvement of the ileum has occurred in about 10% of our cases. Ileal involvement is only seen when the cecum and right colon are diffusely affected and never as an isolated "skip area". Moreover, the ileocxecal valve is always incompetent, usually widely open and fixed.
Our experience seems to show that there is no tendency for further ileal spread after ileostomy, and that even if some of the diseased ileum is retained in error, it seems to return to normal.
It is therefore important to realize that involvement of the ileum is not a contraindication to surgery, nor does it adversely affect the prognosis following surgery. 
